A case history of a complication that occurred due to insertion of an oro gastric tube through a LMA supreme for a laparoscopic cholecystectomy is described.
Introduction
Laparoscopic cholecystectomy surgeries are done as day cases nowadays and instead of endotracheal intubation supraglottic airways are being used commonly. LMA supreme, which is a new design, causes less complications. This patient had a complication due to an orogastric tube (OGT) which was passed through the LMA.
Case history
Forty eight year old lady was admitted to the day surgery unit for a laparoscopic cholecystectomy. She was an ASA 1 patient. She had general anaesthesia with propofol and was maintained with sevoflurane. She had analgesia with fentanyl, morphine and paracetamol. She was paralysed with atracurium and LMA supreme was used to maintain the airway. 14F orogastric tube was inserted through the LMA port. Vital parameters were maintained within normal range and there were no complications till the end of the surgery. Once patient recovered from muscle relaxants, attempts were made to take the OGT out. It was impossible. She was sent to the recovery with the LMA. After a few minutes she started to desaturate and the chest movements were inadequate. We took the LMA out and maintained the airway with an oropharyngeal airway. Then her airway and breathing became normal. Finally we found that there was a knot in the OGT and it was stuck at the LMA cuff interfering with proper sealing. (Figure 1 ) Discussion Laparoscopic cholecystectomy can be done with different airway management methods which permit to keep the airway patent, prevent aspiration minimizes gastric insufflation and reduce the risk of aspiration. 4 An orogastric tube can be used with LMA proseal and LMA supreme for gastric deflation which provides good surgical view and reduce aspiration risk further because in this type of surgeries aspiration risk is high due to trendelenburg position and capnoperitonium.
Orogastric and nasogastric tubes are commonly used in patients for different indications like draining gastric contents, gastric decompression and making passage to the gastrointestinal tract. 5 In the literature a number of complications of nasogastric and orogastric tubes have been reported. Bronchial placement (leading to atelectasis, pneumonia, lung abscess) bronchial perforation, pleural cavity penetration, intravascular penetration, knotting and impaction in the nasopharynx, double backing, kinking, tube breakage, enteric perforation and intracranial entry are some of them. 6 In this case the patient had a rare complication, OGT knotting in the stomach. Once we tried to pull it out the knot had tightened and got stuck at the LMA. It interfered with the oesophageal seal and oropharyngeal seal of the LMA making the patient hypoxic. Initially it was difficult for us to work out what had happened. Taking the LMA out with the OGT and maintaining the airway with an alternative way was the only solution. Patient was able to maintain the patency of the airway with an oropharyngeal airway and recovered from general anaesthesia without any further complications.
